This is a potentially valuable work, but it has several limitations.
In the version I reviewed before, there were 27 key informants; now there are 33. Also, very helpfully, in the original version, the authors gave broad demographic details of the interviewees e.g. half of all interviewees were at the Bill and Melinda Gates Foundation (disclosure: my post is partly funded by BMGF) and several others were at organizations that are Gates grantees (e.g., Alive and Thrive). Similarly, social marketing (SM) organizations were heavily represented.
In the new version, these details seem to have gone, which I think is problematic [This is why I answered "no" to the question 'Are the participants adequately described, their conditions defined, and the inclusion and exclusion criteria described?' ]. One of the problems with the paper, that I noted in my previous review was:
"One other striking feature of this study is that half of all interviewees were at the Bill and Melinda Gates Foundation (disclosure: my post is partly funded by BMGF) and several others are at organizations that are Gates grantees (e.g., Alive and Thrive). Similarly, social marketing (SM) organizations are heavily represented. This does raise the possibility that the model reflects a -Gates-centric‖ and -SM-centric‖ view of how scale-up should happen, limiting the generalizability of the model. Unless I have misunderstood, it looks like only one of the 27 interviewees represented the government sector in a low income country (Sao Paulo State Department, Brazil). The choice of interviewees raises the possibility that there is some ‗circularity' involved in this model. In other words, this is a study funded by the Gates Foundation, in which over half of the interviewees are Gates employees or grantees, and the model is based on what these interviewees believe works for scaling up, beliefs that probably are strongly reflective of the views and experience of the Foundation, which funded the study, etc. I work closely with the BMGF, and do believe that their technical staff has very deep experience of scale-up, so I can certainly see the value of this approach-but it runs the risk of some kind of interviewee selection bias." This problem remains, and I do feel as if the authors need to acknowledge it.
One other very major limitation of the study is that the authors state that they have done a "systematic review," but they do not report their study to the standards of a systematic review. For example, they give no a priori inclusion and exclusion criteria, no search strategy, no quality assessment of the included studies, etc. It also isn't clear what the exact, specific research question was for the systematic review itself. This is why I picked "no" in answering the question: Are the methods adequately described? I think it would be more accurate to describe what was done as a narrative review.
I am not sure whether BMJ Open considers narrative reviews to be research. Many journals consider narrative reviews to be Magazine or "front half" material.
It would be helpful to know how the results of the qualitative study were triangulated with those of the narrative review. This paper covers important and much discussed aspects of Global Health, namely issues of successfully adopting and scaling up health innovations. The authors have conducted a series of insightful interviews on the topic and the paper presents interesting data.
At present the paper would benefit from some working definitions of certain key concepts it draws upon to help provide focus. More justification is also needed as to how this new model adds to the existing literature. Having read the paper I was left unclear as to the knowledge gap the paper is addressing, and the current models/ theoretical frameworks is it building on. I would have expected more reference to the wider literature on scaling up in general, and the specific innovations of interest.
Clearer working definitions of ‗Family Health', ‗Innovations' and ‗Scale Up' would help the reader understand the boundaries of the model.
The authors mention how this is an attempt ‗To develop an integrated and practical model'. Can the authors expand on how they see the potential practical application of this model?
Maybe I am getting caught up in semantics, if so I am more than happy to stand corrected, but I do not see the AIDED model as a model as such. My understanding of a model is that it is a tool for forecasting/predicting events/outcomes. However, this data is organised more along the lines of a review or framework. Is it more of a retrospective attempt to collect information based on current perceptions of successful scale up and a literature review, or as the authors suggest it ‗synthesizes experiences'.
Following on from the point made above, who is this model aimed at? How do the authors envisage that it will be used?
Specific

Introduction
It is difficult to place the statistics on breastfeeding and contraceptive use in Low-Middle-Income settings in any context. Can these figures be compared to High Income settings?
I am unclear about the rationale for the selection of the 4 innovations. Can there be more explanation of how these qualify as innovative? For example the use of CHWs has been a health delivery strategy in many countries for decades. Did the authors focus on CHWs in settings where they had recently been introduced? Similarly exclusive breastfeeding and social marketing are far from innovative in many settings. The paper would benefit from more text justifying why these 4 innovations were selected and how they are good tracers/examples for family health.
Methods
The methods section is well written.
Results
There was a reference to Figure 2 , however, I was unable to locate a Figure 2 More emphasis could be made when writing up the results as to how the 2 datasets -interviews and literature review -complement or contradict one another. At present the findings from the literature review appear somewhat sidelined. Key information's are presented at having quite homogenous views, did the authors pick up any contrasts in their views, possible shaped by their experience?
For each of the 5 interrelated components -can the authors identify what new information has been discovered over and above existing knowledge/models?
The results would be easier to follow and enriched if structured such that each of the 4 innovations were systematically discussed (drawing on data from interviews and the literature review) within the context of each of the 5 components.
The discussion on incentives is somewhat superficial. There is an immense body of literature on the role of incentives and it would be good to link to this.
How is ‗engage with user groups' distinct from components 1&2. I am not sure that these 5 components are distinct enough.
It is unclear to me how the example of Nepalese CHW is an innovation? This links to my previous point that it is not always clear was the authors mean by innovation (and scale up and family health) ‗Key informants noted that although relinquishing control over the innovations' spread was ultimately necessary for full scale up, doing so presented risk, particularly when the timeline for this transition occurred too soon'. This sentence is hard to follow.
In the result section more reference is needed to the interrelation of components and the looping pictured in Figure 3 .
Discussion
There needs to be more links to the wider literature on modelling of ‗take up' and ‗scale up'. For example many of the components in the AIDED model for scale up are closely aligned to the literature on ‗acceptability' and ‗perceptions' of new innovations. This should be acknowledged.
The fist sentence in the last paragraph is difficult to understand. Reasons for exclusion -Were documents excluded if they failed to meet at least one or all of these criteria?
VERSION 1 -AUTHOR RESPONSE
Reviewer #1 comments and responses Comment 1 This is generally a well-written, well-structured paper and a qualitative approach was appropriate. The paper lays out a model that has many features of other models (e.g. the Institute for Health Improvement model, the Simmons and Shiffman model, and others), though I appreciate that novelty is NOT a concern for non-selective journals such as BMJ Open.
Response
We understand the reviewer's concern and have added the following paragraph to the discussion to make explicit how the AIDED model adds to the literature with existing frameworks .
How does the AIDED model add to existing frameworks for scale up? Several experts have described important frameworks for scale up in low-income countries (Yamey 2011 , Simmons et al. 2007 , Atun et al. 2010 ) and in higher-income settings (Yuan et al. 2010 , Rogers 1995 , Greenhalgh et al. 2004 , McCannon and Perla 2009 . Although frameworks differ in their emphasis and comprehensiveness, together these provide a list of domains of variables that may be important for scale up. These include: 1) attributes of the innovation, largely drawn from Rogers' work suggesting innovations are more likely to spread if they have relative advantage as perceived by users, are easy to understand and use, are compatible with current practices, can be tested before large-scale adoption, and have observable results, 2) attributes of the resource system and implementers (i.e., the systems that produces and implement the innovation) such as their credibility, understanding of the environment, technical skills, and management capacity, 3) attributes of the adopting community or user groups including their perceptions of need, readiness to change, capacity to absorb innovations, and engagement in the process, and 4) attributes of the socio-political and economic environment including how conducive it is to fostering spread. Some frameworks have also highlighted the importance of the chosen delivery strategy (Yamey 2011 , Yuan et al. 2010 including tailoring the distribution efforts to local situations and using existing social networks (Yamey 2011 , Rogers 1995 , Greenhalgh et al. 2004 ) to promote spread. In contrast to providing a list of important attributes, the AIDED model both provides a theory of the interrelated actions important for scale up and organizes them into 5, concrete, clearly defined components. Concepts from existing frameworks, such as relative advantage as perceived by user groups and the role of the environment, pertain to the AIDED model. Our findings, however, provide practical guidance for how one might plan and implement scale up efforts. Additionally, our findings highlight the interactions among the different components of scale up, suggesting that multiple paths may lead to widespread take up of innovations.
Comment 2 In addition, AIDED
has not yet been empirically tested, so it is too soon to know whether this model will be important in improving global public health-its application to real world problems still needs evaluation. But again, BMJ Open has a role in publishing new models such as this one, which can then be validated in the 'real world.'
Response
We agree with the reviewer that the model requires future testing, although it was developed with empirical data from existing literature and new data from in-depth interviews with experienced practitioners and policymakers. We have the following as a limitation (P. 23).
The inductive approach used to construct the AIDED model did not allow for simultaneous empirical testing of the model. Future research is needed to test the AIDED model to test the model in diverse contexts.
Comment 3
In the version I reviewed before, there were 27 key informants; now there are 33. Also, very helpfully, in the original version, the authors gave broad demographic details of the interviewees (e.g., half of all interviewees were at the Bill and Melinda Gates Foundation). Similarly, social marketing (SM) organizations were heavily represented. In the new version, these details seem to have gone, which I think is problematic. This raises the possibility that the model reflects a -Gates-centric‖ and -SMcentric‖ view of how scale-up should happen, limiting the generalizability of the model. Unless I have misunderstood, it looks like only one of the 27 interviewees represented the government sector in a low income country (Sao Paulo State Department, Brazil). The choice of interviewees raises the possibility that there is some ‗circularity' involved in this model. In other words, this is a study funded by the Gates Foundation, in which over half of the interviewees are Gates employees or grantees, and the model is based on what these interviewees believe works for scaling up, beliefs that probably are strongly reflective of the views and experience of the Foundation, which funded the study, etc. I work closely with the BMGF, and do believe that their technical staff has very deep experience of scale-up, so I can certainly see the value of this approach-but it runs the risk of some kind of interviewee selection bias.
Response
We agree with the reviewer about the prominence of affiliates of the Bill & Melinda Gates Foundation in the sample, although this foundation is an enormous force in family health, contributing $1.5 billion to this issue over 5 years. Overall, the individuals interviewed had substantial diversity in expertise in the different innovation types (Depo-provera, breastfeeding, community health workers, and social marketing), with experience at different levels (front-line implementation, policy formulation, funding), in different geographical regions (sub-Saharan Africa, Middle East, Latin America, and South Asia), and working in different types of organizations and agencies (government, non-governmental organizations and foundations, United Nations, private sector, and universities). Staff from the Bill & Melinda Gates Foundation all had substantial experience prior to their current positions as well. We have added the following to the methods (P. 7), and we have added a limitation (P. 23) to acknowledge this issue, as recommended.
Methods: (P. 7) We developed a purposeful sample of key informants based on relevant peerreviewed or gray literature, our team's professional networks, and the Bill & Melinda Gates Foundation staff, who had launched major initiatives in family health. We then employed snowball sampling (Patton 2002) to enroll additional interviewees until we achieved theoretical saturation (Patton 2002 , Glaser 1967 , i.e., until successive interviews produced no new concepts, which occurred with 33 interviews. Ultimately, 15 of the 33 people interviewed had associations with the BMGF, although these individuals represented diverse professional backgrounds that preceded their current roles at the BMFG.
Limitations: (P. 23) Many of the interviewees were affiliated with the BMGF. This foundation is managing $1.5 billion in family health programs and has a highly diverse staff with deep experience and expertise in this area, including prior to joining the BMGF. Nevertheless this may limit the transferability of our findings to other contexts.
In response to the reviewer's previous suggestion, we conducted interviews with 4 additional key informants since the original version of this paper, none of whom were affiliated with the BMGF. We found similar concepts and additional specific examples of various concepts in AIDED, which were helpful. We now have 4 governmental sector interviewees in the current sample and 6 with social marketing experience, as shown in Table 1 . We believe that the government sector and social marketing perspectives are appropriately represented.
Comment 4
One other very major limitation of the study is that the authors state that they have done a "systematic review," but they do not report their study to the standards of a systematic review. For example, they give no a priori inclusion and exclusion criteria, no search strategy, no quality assessment of the included studies, etc. It also isn't clear what the exact, specific research question was for the systematic review itself. This is why I picked "no" in answering the question: Are the methods adequately described? I think it would be more accurate to describe what was done as a narrative review. I am not sure whether BMJ Open considers narrative reviews to be research. Many journals consider narrative reviews to be Magazine or "front half" material.
Response
Thank you for the opportunity to expand our methods concerning the literature review, which was a systematic review. This information was not included in a prior version due to concerns of paper length. We have added the following to the paper (Pp. 9-10).
We conducted a systematic review of peer-reviewed and gray literature for each of the selected innovations. We included studies conducted in middle-income countries in the review because many countries with middle income (e.g., India, Brazil) today had low income in the past. For each innovation, we searched for peer-reviewed literature in 11 electronic databases (MEDLINE, CINAHL, EMBASE, Web of Knowledge, PsycINFO, Global Health, EconLit, Social Sciences Citation Index, International Bibliography of Social Sciences, Social Services Abstracts, and Sociological Abstracts), including any literature published since the earliest date indexed in each database up to 2010. In addition, we searched the websites of 20 leading global health donors, implementers, and technical agencies to identify relevant gray literature (WHO, UNICEF, UNDP, UNFPA, the World Bank, the African Development Bank, the Inter-American Development Bank, the Asian Development Bank, USAID, CIDA, DFID, SIDA, GTZ, the Global Fund to Fight AIDS, Tuberculosis and Malaria, CARE, GAIN, Family Health International, Partners in Health, Management Sciences for Health, and John Snow, Inc.). All searches used a standard set of search terms related to dissemination, diffusion, scale up and sustainability and a tailored set of search terms specific to the innovation.
For the peer-reviewed literature, we screened the abstracts of all search results and screened the full text of those articles retained following abstract screening. Screening was conducted independently by two team members to ensure consistent application of the predetermined exclusion criteria. An article was excluded if it did not meet the study's definition of the innovation, if it did not address dissemination, diffusion, scale up, or sustainability of the innovation, if it did not address low-or middle-income countries, if it was superficial in its discussion and/or did not provide empirical evidence about scale up of the innovation, if the full text of the article was not available online, or if the article was not available in English, French, Spanish, or Portuguese.
Gray literature searches included any documents available via the organization's web site on the February 2011 search dates. Due to the large volume of hits generated from these Web site searches, the titles of all hits were screened first. If a document appeared relevant on the basis of its title, the full text was reviewed using the same exclusion criteria as applied to the peer-reviewed literature.
Data extraction from the final sample of peer-reviewed and gray literature was conducted independently by two research team members using a pre-established data extraction form. The extraction form was used to list the enabling factors and barriers to dissemination, diffusion, scale up, and sustainability. The resulting enabling factors and barriers found in the literature for each innovation were then mapped to the 5 AIDED model components to determine the degree of support in the empirical literature for the scale-up process captured in the AIDED model. All authors reviewed the mapping, which was achieved through negotiated consensus and is illustrated in the Appendix, Tables A1-A8. Comment 5 It would be helpful to know how the results of the qualitative study were triangulated with those of the narrative literature review.
We agree that readers might benefit from knowing how the results of the qualitative study were triangulated with those of the systematic literature review. Per our response to the reviewer's previous comment, we conducted a systematic, not narrative, review. We have added the following paragraph to the manuscript to address this comment (P. 10).
Data extraction from the final sample of peer-reviewed and gray literature was conducted independently by two research team members using a pre-established data extraction form. The extraction form was used to list the enabling factors and barriers to dissemination, diffusion, scale up, and sustainability. The resulting enabling factors and barriers found in the literature for each innovation were then mapped to the 5 AIDED model components to determine the degree of support in the empirical literature for the scale-up process captured in the AIDED model. All authors reviewed the mapping, which was achieved through negotiated consensus and is illustrated in the Appendix, Tables A1-A8.
We have also added the following to the discussion to demonstrate how the findings from the in-depth interviews were triangulated with data from the literature review, Pp. 20-21.
Although the concepts that emerged from the in-depth interviews and the systematic literature review were largely consistent, important distinctions between the two data sources were also apparent. For instance, we gathered more evidence about the component of -assess‖ from in-depth interviews than from empirical literature. Interviews highlighted the multiple levels of assessment undertaken in successful scale up efforts including assessment of community receptivity, political support, economic viability, and technical feasibility, whereas studies in the empirical literature mentioned assessment in general terms or of only a single type (e.g., community needs assessment). Some empirical studies reported only post-launch phases of the intervention and therefore did not include information about pre-launch assessment, perhaps due to space constraints or the perceived lack of novelty of such information. We also gathered more evidence about the devolve component from the in-depth interviews than from empirical papers, which often reported data to demonstrate widespread uptake but with more limited description of the specific processes used. Additionally, the in-depth interviews produced richer detail about failures to scale up with views about the reasons for failure, which were less well documented in the literature. The distinctions highlight the importance of triangulation (Patton 2002) , i.e., using multiple sources of data, to understand complex systems issues and underscore the limitations of empirical literature, which may omit key insights about how scale up has been achieved and underemphasize null findings and failures in scale up.
Comment 6 I feel that the paper needs to acknowledge the 'circularity' problem discussed above that introduced possible bias. It was a Gates-funded study of a sample that was heavily represented by the foundation and its grantees. This certainly does limit the generalizability.
We understand the reviewer's concern (also addressed in Comment 3 above) and have added the following to the limitations, P. 23.
Comment 7 I picked 'no' in answer to the question 'Is the article reported in line with the appropriate reporting statement or checklist (e.g. CONSORT)?' because the systematic review is very poorly described and it does not follow international standards for the reporting of systematic reviews (available on the EQUATOR website).
We believe we have addressed the reporting of methods for the literature review in the revised manuscript (see response to Review #1, Comment 4), and are happy to expand with more detail as needed. Figure 2 also summarizes each stage of the sample selection process for the peer-reviewed literature.
Reviewer #2 comments and responses
Comment 1
The interaction between literature review and qualitative analysis could have been made more clear, particularly how divergent findings were addressed Response Thank you for this comment. We have added the following to P. 10 of the revised manuscript to address this concern.
Data extraction from the final sample of peer-reviewed and gray literature was conducted independently by two research team members using a pre-established data extraction form. The extraction form was used to list the enabling factors and barriers to dissemination, diffusion, scale up, and sustainability. The resulting enabling factors and barriers found in the literature for each innovation were then mapped to the 5 AIDED model components to determine the degree of support in the empirical literature for the scale-up process captured in the AIDED model. All authors reviewed the mapping, which was achieved through negotiated consensus and is illustrated in the Appendix, Tables A1-A8. To address the reviewer's comment about divergent findings from the in-depth interviews versus from the literature review, we have added the following to the discussion, P. 20-21.
Comment 2 A full bibliography could not be located, though this may have been a format issue, and there were no supplemental files.
Response
We apologize that a full bibliography was not located; that seems like an error in the uploading process. We have included the list of references cited in the manuscript, as well as a separate bibliography of the papers that were used for the literature review, as suggested.
Comment 3
The main concern with this paper is the lack of comparison between their framework and other frameworks within global health, such as WHO's ExpandNet framework or Scaling Up Nutrition and others that are more general such as Rodger's Diffusion of Innovation or others. It is unclear at the end what is novel about their framework and what it adds to existing frameworks.
Response
Thank you for this comment. We agree that this would be helpful in the discussion. We have added the following to P. 23.
How does the AIDED model add to existing frameworks for scale up? Several experts have described important frameworks for scale up in low-income countries (Yamey 2011 , Simmons et al. 2007 , Atun et al. 2010 ) and in higher-income settings (Yuan et al. 2010 , Rogers 1995 , Greenhalgh et al. 2004 , McCannon and Perla 2009 . Although frameworks differ in their emphasis and comprehensiveness, together these provide a list of domains of variables that may be important for scale up. These include: 1) attributes of the innovation, largely drawn from Rogers' work suggesting innovations are more likely to spread if they have relative advantage as perceived by users, are easy to understand and use, are compatible with current practices, can be tested before large-scale adoption, and have observable results, 2) attributes of the resource system and implementers (i.e., the systems that produces and implement the innovation) such as their credibility, understanding of the environment, technical skills, and management capacity, 3) attributes of the adopting community or user groups including their perceptions of need, readiness to change, capacity to absorb innovations, and engagement in the process, and 4) attributes of the socio-political and economic environment including how conducive it is to fostering spread. Some frameworks have also highlighted the importance of the chosen delivery strategy (Yamey 2011 , Yuan et al. 2010 including tailoring the distribution efforts to local situations and using existing social networks (Yamey 2011 , Rogers 1995 , Greenhalgh et al. 2004 ) to promote spread. In contrast to providing a list of important attributes, the AIDED model both provides a theory of the interrelated actions important for scale up and organizes them into 5, concrete, clearly defined components. Concepts from existing frameworks, such as relative advantage as perceived by user groups and the role of the environment, pertain to the AIDED model. Our findings, however, provide practical guidance for how one might plan and implement scale up efforts. Additionally, our findings highlight the interactions among the different components of scale up, suggesting that multiple paths may lead to widespread take up of innovations. Reviewer #3 comments and responses Comment 1 At present the paper would benefit from some working definitions of certain key concepts it draws upon to help provide focus. More justification is also needed as to how this new model adds to the existing literature. Having read the paper I was left unclear as to the knowledge gap the paper is addressing, and the current models/theoretical frameworks it is building on. I would have expected more reference to the wider literature on scaling up in general, and the specific innovations of interest. Clearer working definitions of ‗Family Health', ‗Innovations' and ‗Scale Up' would help the reader understand the boundaries of the model.
We understand the reviewer's comments and have added the following paragraph to the discussion to clarify how the AIDED model adds to the existing literature, as requested (P. 23).
In addition, we have included below the table of definitions used for the paper. The reviewer recommended this be added to the paper; we defer to the editor if this is needed and if space permits.
Definitions of key terms
Family Health Pertaining primarily to health of women and children Innovate The process of designing, redesigning, and packaging an innovation so that it is acceptable and perceived as advantageous by potential user groups in their specific context or environment Innovation The process of putting an idea into practice among groups for whom the idea is new Scale up Widespread use among target populations Comment 2
To facilitate the practical application of the AIDED model, we developed a template of activities, outputs, outcomes, outcome indicators, and means of measuring progress for each of the 5 components (Tables 3 and 4) as well as a set of flow charts illustrating the application of the AIDED model. (See Appendix, Figures A1-A5 ). These matrices and flow charts facilitate the application of the AIDED model in implementation and evaluation of efforts to disseminate, diffuse, and scale up innovations in low-income settings. Over time, such a tool could be refined with application and validated to ensure that the activities identified are those associated with more successful scale up.
Comment 3
Response
We believe that the AIDED model can be used to predict successful scale up. Multiple definitions exist of the term, but we have employed this term to mean a representation of key processes in scale up. The 5 components and their interrelationships represent concepts that we believe are associated with success in scale up. We defer to the editor if another term is preferred.
Comment 4
Response We envision the model might be used by funders, implementers, and policymakers seeking to spread various innovations in public health. We have added the following to suggest ways in which the AIDED model can be used (Pp. 23-24).
To facilitate the practical application of the AIDED model, we developed a template of activities, outputs, outcomes, outcome indicators, and means of measuring progress for each of the 5 components (Tables 3 and 4) as well as a set of flow charts of the application of the AIDED model. (See Appendix, Figures A1-A5 ). These matrices and flow charts facilitate the application of the AIDED model in implementation and evaluation of efforts to disseminate, diffuse, and scale up innovations in low-income settings. Over time, such a tool could be refined with application and validated to ensure that the activities identified are those associated with more successful scale up.
Comment 6
It is difficult to place the statistics on breastfeeding and contraceptive use in low-and middle-Income settings in any context. Can these figures be compared to High Income settings?
Response
We understand the reviewer's concern, although we are loath to add these statistics to the manuscript as measurement methods and definitions vary, and we believe this will distract the reader from the focus on low-income countries, which are the emphasis of the paper. Note for instance, that the breastfeeding rates are not measured for up to 6 months but rather exactly at 6 months and are lower in the US (perhaps due in part to the employment among women). We defer to the editor if the underlined phrases are preferred to be added to the revision.
As of 2008, only 45% of married women in LMIC were using modern contraception and only 5% were using injectables (compared with 62% of women in the US who use modern contraception consistently (Mosher and Jones 2010) , (1) rates of exclusive breastfeeding for the first 6 months of life are reportedly at about 38% in LMIC (no exact comparison data for the US, but at 6 months, 14% are breastfeeding in the US (CDC 2011))(2), and much of Africa lacks potentially beneficial community health worker programs (3). Such limited use of these family health efforts persists despite ample evidence of their health benefits and cost-effectiveness.
Comment 7 I am unclear about the rationale for the selection of the 4 innovations. Can there be more explanation of how these qualify as innovative? For example the use of CHWs has been a health delivery strategy in many countries for decades. Did the authors focus on CHWs in settings where they had recently been introduced? Similarly exclusive breastfeeding and social marketing are far from innovative in many settings. The paper would benefit from more text justifying why these 4 innovations were selected and how they are good tracers/examples for family health. For instance, it is unclear to me how the example of Nepalese CHW is an innovation? This links to my previous point that it is not always clear was the authors mean by innovation (and scale up and family health).
We thank the reviewer for pointing out that the definition of innovation used for this paper may not have been clear. We have revised the introduction with the definition of innovation as we use it for this paper (Pp. 6-7).
For the purposes of our analysis, we refer to innovation as the use of products, practices, or approaches that, for the user, are new. We used Depo-Provera as an example of a product innovation, exclusive breastfeeding as an example of a health behaviour innovation, community health workers (CHWs) as an example of an organizational innovation, and social marketing as an example of business model innovation. Although these interventions have existed in some communities for decades, we consider them innovations in contexts and communities where they have not been used previously and are therefore new.
Comment 9
There was a reference to Figure 2 ; however, I was unable to locate a Figure 2 .
Response We apologize if Figure 2 was not uploaded for review. It has been included in the resubmission.
Comment 10 More emphasis could be made when writing up the results as to how the 2 datasets -interviews and literature review -complement or contradict one another. At present the findings from the literature review appear somewhat sidelined.
Response
We understand this concern and have added the following to the revised manuscript to describe how the datasets complemented each other (P. 10).
Data extraction from the final sample of peer-reviewed and gray literature was conducted independently by two research team members using a pre-established data extraction form. The extraction form was used to list the enabling factors and barriers to dissemination, diffusion, scale up, and sustainability. The resulting enabling factors and barriers found in the literature for each innovation were then mapped to the 5 AIDED model components to determine the degree of support in the empirical literature for the scale-up process captured in the AIDED model. All authors reviewed the mapping, which was achieved through negotiated consensus and is illustrated in the Appendix, Tables A1-A8. We have also expanded the discussion as follows .
Although the concepts that emerged from the in-depth interviews and systematic literature review were largely consistent, important distinctions between the two data sources were also apparent. For instance, we gathered more evidence about the component of -assess‖ from in-depth interviews than from empirical literature. Interviews highlighted the multiple levels of assessment undertaken in successful scale up efforts including assessment of community receptivity, political support, economic viability, and technical feasibility, whereas studies in the empirical literature mentioned assessment in general terms or of only a single type (e.g., community needs assessment). Some empirical studies reported only post-launch phases of the intervention and therefore did not include information about pre-launch assessment, perhaps due to space constraints or the perceived lack of novelty of such information. We also gathered more evidence about the devolve component from the in-depth interviews than from empirical papers, which often reported data to demonstrate widespread uptake but with more limited description of the specific processes used. Additionally, the in-depth interviews produced richer detail about failures to scale up with views about the reasons for failure, which were less well documented in the literature. The distinctions highlight the importance of triangulation (Patton 2002) , i.e., using multiple sources of data, to understand complex systems issues and underscore the limitations of empirical literature, which may omit key insights about how scale up has been achieved and underemphasize null findings and failures in scale up.
Comment 11
Key informants are presented at having quite homogenous views, did the authors pick up any contrasts in their views, possible shaped by their experience?
Response
We appreciate the opportunity to expand our discussion to address this comment. We have added the following to the revised manuscript (P. 21).
Despite the widespread agreement about recurrent themes related to the components of the AIDED model and the interrelationships among the components, some heterogeneity existed. For instance, interviewees differed in the degree to which they believed that scale up success required private market strategies. Some thought that adequate ongoing government and foundation support was sufficient to promote widespread take up while others viewed a private market-based incentive system to be essential. Still others highlighted that the importance of private market versus public sector involvement depended on the type of innovation. Depo-provera, for instance, was viewed by some as being conducive to market-based spread whereas the community health worker model was believed to require ongoing public sector support to be effective as an integral part of the public health system. A second area of heterogeneity across the in-depth interviews was the degree to which successful scale up initiatives followed a top-down approach in which ministries of health and highlevel decision makers promoted the innovation or a bottom-up approach in which the user community drove the adoption. Although the interviewees reflected on the importance of support among all levels, views differed in the ordering of attaining that support, underscoring our conclusion that the process is nonlinear and may unfold in diverse sequences without a single path to successful scale up.
Comment 12
For each of the 5 interrelated components -can the authors identify what new information has been discovered over and above existing knowledge/models? Response Thank you for this comment. We agree that this would be helpful in the discussion. We have added the following to P. 23-24.
Comment 13
Response Thank you for this comment. We appreciate the desire to read about each tracer individually and have included Tables A1-A8 in the Appendix for interested readers; however, we believe that an exhaustive report of each tracer would result in an overly long paper, which would not be as useful to readers.
Comment 14
Response
We considered this comment carefully, and we agree that the literature on incentives is immense. We believe that it is beyond the scope of the paper to address the role of incentives as it relates to this literature, although we defer to the editor if this remains a priority.
Comment 15
Response
We agree that -assess‖ and -innovate‖ (what the reviewer referred to as -components 1 & 2‖) would be accomplished with input from the user groups, and in that way, some degree of engagement with user groups would occur as part of these components. Nevertheless, the -assess‖ and -innovate‖ components are distinct from the -engage‖ component in that they occur largely outside of the user group whereas the engage component refers specifically to the entry of the innovation into the user groups. The 5 components are linked but distinct as defined and shown in Figure 3 .
Comment 16 ‗Key informants noted that although relinquishing control over the innovations' spread was ultimately necessary for full scale up, doing so presented risk, particularly when the timeline for this transition occurred too soon'. This sentence is hard to follow.
Thank you for bringing this to our attention. We have revised the sentence as follows (P. 18).
Key informants noted that relinquishing control over the innovations' spread was ultimately necessary for full scale up; however, doing so presented risks, particularly when the timeline for this transition occurred too soon.
Comment 18
In the results section more reference is needed to the interrelation of components and the looping pictured in Figure 3 .
Response Thank you for this comment. We have added the following paragraph to the results to address this recommendation (P. 19).
Linkages among the components Although the model that emerged identified 5 common components, key informants cautioned that there was no single, definitive way to achieve effective scale up in every context. Rather, they noted the -myth of the magic bullet (Interview #23),‖ which was summarized by explaining that -these things are often very contextual, and there isn't a magic bullet. Just because something worked well in one country, doesn't mean it's going to work elsewhere‖ (Interview #23). Hence, specific actions and strategies within each component remain context-dependent.
Comment 19
There need to be more links to the wider literature on modeling of ‗take up' and ‗scale up'. For example many of the components in the AIDED model for scale up are closely aligned to the literature on ‗acceptability' and ‗perceptions' of new innovations. This should be acknowledged.
Response
We have added a paragraph (see comment 12 above) to the discussion to compare the AIDED model to existing frameworks of scale up, including the underlined sentence, which addresses the specific comment 19 (P. 23).
…In contrast to providing a list of important attributes, the AIDED model provides a theory of the interrelated action steps to scale up. Concepts from existing frameworks, such as relative advantage as perceived by user groups and the role of the environment, pertain to the AIDED model. Our findings, however, provide practical guidance for how one might plan and implement scale up efforts. Additionally, our findings highlight the interactions among the different components of scale up, suggesting that multiple paths may lead to widespread take up of innovations.
Comment 20
The first sentence in the last paragraph is difficult to understand.
Response
We agree that the sentence is difficult to understand, particularly as it points out a paradox. We have revised the sentence by breaking it into two sentences, as follows (Pp. 24-25).
We identified 5 key components, which our findings suggest interact in a complex adaptive system to explain the process of widespread take up and anticipate the success of scale up efforts. Paradoxically, complex adaptive systems are at once capable of fast and sweeping changes and homeostatic. Despite substantial changes that can occur within a complex adaptive system, each part of the system responds to disturbances in such a way that the system can maintain the status quo. Figure 2 : Reasons for exclusion -Were documents excluded if they failed to meet at least one or all of these criteria? Response Documents were excluded unless they met all criteria.
Comment 21
